Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1220-01 10

Department of the Treagury B en ef|t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2013
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of . . .
Employee Benefits Security Administration the Internal Revenue Code (the Code). This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with the instructions to the Form 5500-SF.

| Part! | Annual Report Identification Information

For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 12/31/2013
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il [ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
TONYA M. WELLS DMD LLC 401K PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
04/01/2001
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
TONYA M WELLS, DMD LLC (EIN) 61-1331960
2C Sponsor’s telephone number
300 COOL WATER COURT 270-886-8585
HOPKINSVILLE, KY 42240 2d Business code (see instructions)
621210
3a Plan administrator’s name and address |:|Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator's EIN
61-1331960
TONYA M WELLS, DMD LLC 300 COOL WATER COURT
HOPKINSVILLE, KY 42240 3C Administrator’s telephone number

270-886-8585

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN

name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN

5a Total number of participants at the beginning of the plan year ... 5a 5
Total number of participants at the end of the plan Year ... 5b 4
Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIELE TNIS HEM) .......vcvveiee ettt e st se sttt e e e eeee st et st ee st st e s e e e sesaetee st es s enenenesesesaenesesenenneneneees 5c 4

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStruCtioNs. ) ............ccccevevevevereeeeeeeeeeeees e, Yes |:| No

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............ccoooiiiiiiiiiiiiii e, Yes |:| No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes D No D Not determined

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/14/2014 TONYA M. WELLS, DMD
HERE ) o Lo oo L

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer’s name (including firm name, if applicable) and address; include room or suite number (optional) Preparer’s telephone number (optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2013)

v. 130118




Form 5500-SF 2013

Page 2

| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS .........ocveveveeeeeeeeeeeeeeeeeeeeeeeeeeee ] 7a 540488 626769
Total plan liabilities .............ccccooiiiiiiiii 7b
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 540488 626769
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ... 8a(1) 36853
(2) PartiCIDANES ... 8a(2) 14919
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 120491
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 172263
d Benefits paid (including direct rollovers and insurance premiums
10 ProOVIAE DENETILS) .........cveoeeveeeoeeeeoeeeeeeeeeeeeeeeeeeeersseereenenea 8d 85982
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other eXPENSES .......ccuviviiiiiiiiiiicieccc e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc.............) 8h 85982
i Netincome (loss) (subtract line 8h from line 8¢)............c.ccc.c..........] 8i 86281
j Transfers to (from) the plan (see instructions)............ccccoiiinniin 8j

Part 1V | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2G 23 2R 3B 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

[PartV |Comp|ianceQuestions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period described in X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program).............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
oL oI 110 L= 0 T PSP 10b
C Was the plan covered by a fidelity DONA? ..........eeeeiiii e 10c X 1000000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF AISHONESLY ...ttt e ettt e e et e e ettt e e e ab e e eateeeanteeeeanseeeeanbeeeaaneaaaans 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See X
INSTIUCTIONS. ) .ttt ettt ettt et e et eabae e e 10e
f Has the plan failed to provide any benefit when due under the plan? .............cccocooeeeeeeeeeeeeeereen 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)................cccccceenn 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.10T-3.) 1.ttt ettt et e e ree e 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 .......ccuoiiiiiiiiiiiie e 10i
IPart \ |Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) NG INE 118 DEIOW) .........occoeooeeeeeeeeeeeeeeeseoeeeereeeeeeeeeeeseeesssssseeeeseeeeeeeeeeeeesseesessseeeeeeeeeeeeeeeeesseesssssssereeeeeeeeeceeeessesssssssssseeeerreee [] Yes [] No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | D Yes No

(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNG the WAIVET. ...c.veiiiiiiiiiee et e ettt e ettt e e et e et eeenineeas Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for thiS PIAN YEaI.................coeeveveeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 12b |
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C Enter the amount contributed by the employer to the plan for this plan year ...............c.cccoooviiiiiiiii 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGATIVE GIMOUNT)......eeeeee ettt e oottt et a4 44 ettt et e e e ettt e e e e e e eaanneeeeaaaaeaannteeeaaeaaaneneeaaaaaaaan
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?..............ccovveriereorerirnerinenn, | |:| Yes D No D N/A
|Part Vi | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any Plan YEar? .............c.c.ccueueeeeeviieeeeeeeeeee e I:I Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccoociiiiiiiie. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF N8 PBGC? ..o eeeeeeeeeeeeeeeeeeeeser e eeeeeeeeeeeeeeeeeeeseeessseeeceeeeeeeeeeeeeeeeseesessseeeeeeerereeeeereesessssssrereeeeeee [] Yes [ No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s)

|Part VIiI |Trust Information (optional)

14a Name of trust 14b Trust's EIN




101420714 103 35Fami |y Dentistry (FAX}270 833 5014 F. 002004

Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nea. 1210-0110
Copartmnt of the Trassury Benefit Plan 2013
Inemal Revenue Sarvca This form I3 required to be filad undﬂ(rE a;lgl&:na 104 and 4086 of l(rge; Ergpé%sé%a( -
f Labor Retlrement {ncome Sacurity Act of 1674 ), and =ectlons 6087(b) an a)a
E“““Wmvm‘r‘mm tha Internal Revenue Code (the Goda), This ler:a Lull: gcﬁ?;\"to Publie
Panelon Banekt Guamsy Garpration » Gomplets all entrles In accordance with tha Inatructione to the Form 5500-8F.
[Parti_| Annual Report Identlfication Information
For calandar plan year 2013 or fiscal plan ysar baginning 01/01/2013 and ending 12/31/2013
A This raturr/raport is for: [ @ singla-employer plan [] a multipla-employer plan (not rultismployer) [] & one-perticipant plan
B This retumfreport is: D tha first retum/report D the final return/repant
[] an amended returnreport ] a short plan yeer retumireport (is=s than 12 months)
C Check box iffling under;  [X] Form 5558 [] automatic extansion [] DFVG program
special extenslon (antar description)
["Part1l’ | Basic Plan Information—antar all requested Infomation
1a Name of plan 1b Three<digit
TONYA M. WELLS DMD LLC 401K PROFIT SHARING PLAN plan numbsr
Ny b 0ol
1¢ Effective date of plan
. 04/01/2001
2a Plan sponsar's nama and address; include room or sulta number (employer, If for a singla-employar plan) 2b Employer ideniification Number
TONYA M WELL2, DMD LLC (EIN) 61-1331560
2¢ Sponsora telephonea numbar
300 COOL WATER COURT 270-886-8585
2d Businasa coda (sas Instructions)
HOPKINGVILLE Ky 42240 §21210
3a Plan administrator's nama and addrass DSnma as Plan Sponsor Nama DSnma as Plan Sponsor Addrazs d3b :ét;-mirii;tga:t'-ogg EIN

TONYA M WELLS, DMD LLC
3c Administrator's telephone numbar

300 COOL WATER COURT 270-886-B585
HOPKINSVILLE Ky 42240

4 |t the neme end/or EIN of the plan sponsar has changed since the last retur/raport filad for thls plan, enterthe | 4b EIN
nama, EIN, and the plan number from the last retum/raport,

A Sponsors name 4¢ PN
5a Total number of participants at tha heginning of the plan year ... P wee| BR 5
bT otal number of participants at tha and of the plan year ... . . | Bb 4
€ Number of padiclpants with account balancas as of tha end of the plan year (dafned banafit plans do not
complats this Hem)............ . F P TSI TN - — _ 4
8a Were all of the plan's assets duﬂng tha plan ynarlnvastad In lllglbla gseets? (See inawaﬂnnu ) Yea [] No
b Arayou claiming a walver of the annuel examination and repart of an indspandent quallfied public accountant (IQF'A}
under 29 CFR 2520,104-46% (Saa Instructions on walver ellgibility and condiflons, )., o, “ E Yes D No

If you answered “No” to elther line Ba or line Gb, the plan cannot use Form 6500-SF and must Inswad ueg Form As00.
¢lft he plan s a definad banafii plan, |2 it covered under the PBGC insuranca program (sea ERISA section 4021)7 ...... D You |:| L[] ['] Not determined

Gaution: A penalty for the late or incomplste filing of thia return/teport will be assassoed unless ronsonable Sauge 1o established.

Undear panalties of parjury and olher penaltios set forth In the Instructions, | declara ihat | have examined this retum/rapar, including, If applicable, a Schadule
£B or Schadule MB complatad and slgned by an enrolled ectuery, as well as the electronic version of this ratum/report, and to the bast of my knowlsdga and
hallaf, 1t Is trum, correct, and cnrnpl%a

TONYA M. WELLS, DMD

Datau ;-(QHQ Enter name of individual signing as plan adminlstrator
TONYA M. WELLZ, DMD

: DateIQ' (4-4 Enter nama of indlvidual algning as employer or plan sponsor
. Includlng firm nama, if appllcabia) and address; Include room or suite number (optienal) Praparer's telephone number (optional)

For Paperwork Reduction Act Notice and OMB Contral Numbars, gea the Instructions for Form B500-8F. Form B8800-8F {2013)
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{“Partlll' | Financial information

7 Plan Aseats and Liablltlas T (n) Beglnning of Year (b).End of Year
A Total PIan BEEELE . .uurrsr s semss e s rees o] 78 540488 626763
bT ofal plan HablIHEs .c.veev s sisasss 7b
¢ Nel plan agaets (subtract line vh from line 7a) ... 70 540488 626789
8 Incoms, Expensas, and Transters for this Plan Year S i (a) Amount {b} Total
@ Contrbutlons racelved or recelvable from: S i i
(1) EMPIOYOIE suvssiessseermmsssssssssssonsssseepsgassons s cesasoee S 0 36853
(2) Parleipants........occrceremesca sz s sszssazas wisirpsesgsassrmanee) Ba{2) 14918]

3) Othars (Including rollovers snssssvsssnpnned _ Bl(3)

hOthe 7INCOMA (I038) 1umuirserssssscssmssssssssessmsssmsnssessees S - ‘ 120451 RO
¢ Total incoma (add linas Baft), 8a(2), 8a(3), and 8B ...uurverrmesneen] 88 |- 172263
dBanafit s paid {Including direct rollovers and Insurance premluma ‘ A
to provide benefits) ...z gd 85982

@ Carialn deamed and/or corrective dlatrlbullana (sea Instructions) .|  Be
{ Administrative service providers (salaries, fees, commissions)....... af

—GOthe _rexpenses...........ooceeeeesvnvne. s 2 S
hT_otal expenses (add lings Bd, 8a, &f, and 8g) vrreens &h B5982
i Netincome (loas) (subtract ina 8h from NA BE) . e Bl 86281
| Tranafers to (from) the plan (gea INstructons). . mummmrrsn g PR

['PartIV.| Plan Characteristics
9a |iftha plan provides pansion banafils, anter the applicable paneion feature codes from tha List of Flan Charactarlstic Codes in the instructions:
2B 2@ 2J 2R 3B 3D

b [If tha plan provides weliare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codea in the Instructions;

[PartV. |compllance Quastions

10  During the plan year: Yos | No Amount
A Was thera a fallure to fransmit to the plan any participant centributions within the Ume period dascribed In X
20 CFR 2510.3-1027 (Soe Instructions and DOL's Valuntary Flduclary Correction Program)... . 10a
b Wara there any nonaxumpt fransactlans with any party-In-Interest? (Do not include tranaacllona reportud X
QN UIB OB,y ceareseeeenssensmmnsesssssnnmess esssasemesmemensnsen seseessamensnssmssesresessensasssess saess “ o 10b
G Was the plan covared by a fidelity bond? Jerasssas e nmssmn s e s e e qoe| X 1000000
d Did the plan hava a logs, whethar or not raimbursad by tha plan's ﬂdnllty bond, that wes ceused by fraud X
OF QISHONBENY T c..oececrreinmcns s cmememsmsnms e rennmsmemmses senasseers v Jenar 10d

8 Were any fees or commissions pald to any brokers, agents, or othar parsons by an Insuranca carrer,
insuranca sarvice,or othar arganization that pmv!das some or ]l of the benefits under the plan? {Sea

Ingtructiond.) ....ccovcmsmsnisnsisnsmnmmsneene b I R L 10e z
f Has the plan falled to provide any banefit when due under the plan? ... . 1of X
g Did the plan hava any participant loans? (If “Yes,” antar amount a3 of year end.)......eeeiiniiiiin m X
b (f this is an Individual aceount plan, was thare a blackout parlod? (Sea Instructions and 20 CFR x

2520.101-3.) ... CeRRE 1AL YRR RRRES R PR RRRERRESTARREAYERE ISR RO SRR 10h
| If 10h wag answered '"Yea. check lhe box if you either provided the raquirad notlica or one of tha

axcaptions to praviding tha notice applled under 28 CFR 2520,101-3 ..., . 101

|_Pa:rt VI |Pension Funding Compllance

11  Is thix a defined benefit plan subjact to minimum funding requitements? {If "Yas.* see instructions and completa Schadula EB (Form
5500) AN NS 118 BOIGWY ...vvves.recusssseess sosssssessssssmsssssssasmssssss sosessssasssonsispsstesssisss sserpars sesssssspssagegasssssareas — s sssprssnes |1 Y88 [] No

11a Enter the unpald minimum ragquired contribution for current ysar from Schadula SB (Form 6500) ling 39

42 s this a definad contdbutlan plan subject to the minimum fundin uirements of section 412 of the Code or saction 302 of ERISA? ..
(If "Yes " complets line 12a or lines 12b, 12¢, 12d, end i2a balow, ax applicabla,)

2 If a walver of the minimum funding standard for a prior year is balng amortized in this ptan ysar, ssa instructions, and enter tha date of the letter ruling
granting the WANAE, ... e e s e e Manth Day Yaar

If you completed line 128, completo linea 3, 5, and 10 of Schedule MB (Form 8800), and skip to line 13.
BEntsr tha minimum requirad contributlon far thi PR YEEE. ... e s s s ssess
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Form 6B00-SF 2013 ' Page 3 - |
€ Entertha amount contributad by tha amplayar i the plan for this plan yaar.,......... oy . | 12
dsubtr act the amount In line 12¢ from tha amount In fne 12b. Entar the rasult (enter a minus sign to the lsft of a 12d
e Wil the minimum funding amount raporied on lina 12d be met by the funding A8AHINE? ecceerececcacece o] | ] Y8 [ 1 No [ NA

13a Has a resolullon to terminate tha plan bean adopted In any plan year? ...

. Q Yes @No

If “Yes,” enter the amount of any plan assels that raverted to the employer thiB YBAr .

13a

b Were all tha plan assets distributed to partlr.lpants or baneficiaries, transferrad to another plan, or brought under tha contro!

07 the PBECT seesmecsseesen T A [] ves [ No
G  If during this plan yaar, any assals or Iiahllillea wae tranaferred frum this plan ta anothar plan(s), identify tha plan(s) to
which agsets of liabllltias wara transfarrad.( Sas [nstructlons.)
13e(1) Nams of plan{s): 13c(2) EIN(z) 13¢(3) PN(s)

Pait:Vill:| Trust Information (optional)

148 Name of trust

14b Trust's EIN




